and that it was wonderful how anything passed through. It was well known, however, that the type of adhesion most liable to cause obstruction was a single localized band, which produced constriction by kinking. Wheie there was general matting there was not the same tendency to a localized obstruction. In answer to Mr. Chapple, he thought the whole subject required attention for some years to come, because it was most important to clear it up, and to find out what was the exact pathology of cases of chronic constipation. If every one who operated on these cases would publish their reports in detail, there would be a definite basis to go upon. The difficulty was that in many cases details were not published. His point about kinks was to advise caution about assuming that all kinks were pathological. He was quite familiar with the so-called membranous peritonitis, and he had met with cases in which a thin transparent membrane covered over several portions of the bowel, but he did not regard this condition as necessarily pathological, in the sense of producing difficulty of passage of the colon contents. One must accept with great caution the evidence derived from the dissection of feetuses in relation to the arrangement of the peritoneum. The caecal angle was the part of the colon most liable to be abnormal, and there was extraordinary diversity in the arrangement of the peritoneum at that spot. That made one cautious about generalizing from post-mortem findings. It was difficult to know how much of the kinking was pathological in the production of obstruction, and how much was not. He believed the case in which the uterus was retroflexed was an exceptional one, and he did not think the retroflexion was the cause of all the symptoms. At any rate, after fixation of the uterus, the patient, who had been bedridden for twelve years, got well, and has remained so for several years.
A Case of Thrombosis of the Veins of the Colon causing
Obstruction.
By H. W. CARSON, F.R.C.S.
THE patient was aged 73, very well preserved, and with a good previous history. He stated that his bowels had been irregular for the previous six months, with alternate diarrheea and constipation; once he passed a little blood. He has of late had vague abdominal pains, as he says; " due to wind," and a fixed pain in the left iliac fossa. There has been no loss of flesh. One month ago he had an attack of partial obstruction.
November 16, 1910: In the morning abdominal pain, with vomiting and some distension. Relieved by enema.
November 17, 1910 : Seen in consultation with Dr. Power, of Stamford Hill. Tongue clean, but dry; pulse 108. Is in some pain, generalized in the abdomen, and there is marked tenderness and some resistance in the left iliac fossa. The cacum is a little distended. On rectal examination there is tenderness high up to the left, and there is blood on the examining finger.
Operati'on (November 18, 1910) : Abdomen opened through left linea semilunaris. Rectum and sigmoid flexure are normal, but the colon from the hepatic flexure to the middle of the descending colon felt thick and boggy. There were recent adhesions at the splenic flexure, and two yellow spots like commencing perforations in the descending colon. The serous coat looked normal, except at these two spots. The affected part of the colon was resected, and an artificial anus left, the hepatic flexure coming easily across to the opening on the left side of the abdomen.
The patient made a good recovery, except that he was somewhat bothered by prostatic trouble, and left the nursing home on December 16.
Pathological Report.-" The colon presents at one extremity an area of ulceration on the inner surface. The muscle here is practically bare; for the rest of its extent the mucous membrane is raised in bosses, or tuberous-looking masses, with deep sulci dividing them from each other. These tuberous swellings have a dark purplish-red line, and they are facetted one against the other by mutual pressure, but their free surface is convex. One section has been taken from the ulcerated end, and another from the other. Histologically, the entire bowel wall is seen to be extremely cedematous. The peritoneum is fairly normal, but between it and the longitudinal muscle layer there are areas of fibrinous infiltration. The outer muscle coat is fairly well preserved. The middle coat is practically indistinguishable as such, its place being taken by a fibrinous exudation and tissue breaking down. The vessels here are in part empty, in part thrombosed. The mucous coat is very necrotic, the Lieberkiihn's follicles are shrunken, and have largely lost their epithelium,-and it is overlaid by a zone of fibrinous exudation. The submucosa is extensively infiltrated with inflammatory round cells. In places the true mucosa has disappeared, its place being taken by cedematous granulation tissue. There is no evidence of new growth. The condition appears to be one of acute phlegmonous colitis of diffuse type occurring in connexion with actual ulceration of a portion of the intestinal tract."-CUTHBERT LOCKYER.
A section through the ulcerated portion stained by Gram's method showed the surface of the ulcer and the underlying necrotic tissue crowded with slender Gram-positive bacilli and diplococci, resembling the pneumococcus. A very few of these latter were also fenud deeper in the tissues.
Exhibits: The colon, a coloured drawing of the same, and microscopical sections.
DISCUSSION.
Mr. LOCKHART MUMMERY said he considered that the case was one of mesenteric thrombosis. The only comparable condition he had seen was one the specimen of which was sent him from Leeds, and a drawing of which he had used in his Jacksonian Essay. In that, however, there was not the same amount of cedema of the mucous membrane, but there was the sharp line at either end of the region; it involved practically the same portion of bowel, was in a patient of the same age, and the symptoms were similar.
Dr. HALE WHITE said that the sharp demarcation showed that the view taken was the most likely. The extraordinary point was that the thrombosis did not spread farther back into the other veins, or implicate a larger piece of gut. Sir William Gull recorded such a condition. It was difficult to know whether the block was in the artery or in the vein, unless one dissected it out.
A Case of Right Duodenal Hernia. By H. W. CARSON, F.R.C.S. THE patient was a man, aged 29. He was one of a family of twelve, eight of whom had died, the last one of a tuberculous throat disease. He was admitted to hospital on November 11, 1906. In 1902 he had had pain in the epigastrium, which lasted for a fortnight and passed off completely. This attack had no relation to the taking of food and there was no vomiting. In February, 1906, having been in perfect health in the meanwhile, he had a similar attack, and at the end of June, 1906, a similar attack, which has not altogether cleared up. He says he is troubled with " wind," which comes up to a painful spot in the epigastrium and then suddenly passes away. The painful spot is slightly above and to right of umbilicus. He has vomited on several occasions, but managed to take food well. Since this attack his bowels have been loose about twice a week, with constipation at other times. He has not lost flesh. For the last fortnight vomiting (dark green material) has occurred every day or two.
